I n the last 2 decades, the main approach to estimating the number of people in the community who "need" care for mental illness has been to provide prevalence estimates of mental disorders based on the explicit criteria of an accepted diagnostic system (1). For 2 major reasons, this methodology has recently been questioned (2, 3) . First, several authors have suggested that the current DSM diagnostic system may overestimate the need for mental health treatment (4) (5) (6) (7) . Their arguments are based on the reasoning that most individuals diagnosed with a DSM disorder do not seek treatment because they are suffering from transient or mild symptoms that do not require treatment (4-7). Regier and others have suggested that defining "need" for treatment in community samples requires severity criteria additional to those in the DSM (8, 9) . Second, significant data suggest that the DSM diagnoses assessed in community surveys do not necessarily capture all the individuals who need treatment. Recent investigations of many different mental disorders (for example, depression, 10-12; posttraumatic stress disorder [PTSD], 13,14; anxiety, 15,16; bipolar disorder, 17-19; and alcohol use disorders, 20) have shown that people with subthreshold symptoms (that is, those who do not meet DSM criteria) often have levels of impairment similar to those of individuals who meet criteria for the disorder. This burgeoning evidence that subthreshold symptoms are associated with significant dysfunction has led to a conceptual shift from a dichotomous to a dimensional approach to mental disorders (3, 21, 22) . In short, deciding who needs care for emotional symptoms solely on their meeting criteria for DSM diagnoses does not seem optimal.
To address this controversial issue, recent community surveys have focused on the prevalence and correlates of selfperceived need for mental health treatment (23) (24) (25) . Mojtabai and others (26) analyzed data from the US National Comorbidity Survey (NCS) to investigate the correlates of perceived need for treatment (that is, help seeking or perceived need) among individuals with a past-year affective, anxiety, or substance use disorder defined according to DSM-III-R criteria. They found that, among respondents diagnosed with a DSM-III-R disorder, individuals who perceived a need for treatment had much higher levels of suicidal ideation and comorbidity than did individuals who did not perceive a need for treatment or had not sought treatment. They suggested that their findings provide "partial support" for the hypothesis that the rates of mental disorders have been exaggerated and do not reflect the true need for mental health care (26) and speculated that most individuals with less severe or impairing psychopathology might have recognized the self-limited nature of their problems and might not have perceived a need for mental health treatment.
The main limitation of Mojtabai and colleagues' study was that they examined only the NCS subsample having a DSM disorder and not the whole population sample. Many community samples have demonstrated that a significant number of individuals perceive a need for treatment or seek treatment without meeting criteria for a DSM disorder (4, 25, 27, 28) . These individuals could have either subthreshold DSM symptoms or a DSM disorder that was not assessed in the community survey. Prior to concluding that need for mental health care has been exaggerated, we suggest that the relation between perceived need, diagnosis, and a range of quality of life (QoL) and suicidal ideation measures needs to be examined in a sample comprising the whole population, rather than a sample limited to those with a DSM disorder.
To extend this area of inquiry, our study uses the Mental Health Supplement to the Ontario Health Supplement (OHS, 29), a community survey contemporaneous to the NCS. For our purposes, an advantage of the OHS over the NCS is that it included a comprehensive assessment of QoL, all of which could be used as indicators of need for mental health treatment (30) . The main objective of this study was to examine the relation between meeting criteria for a DSM disorder and self-perceived need for treatment with QoL and suicidal ideation in a population-based sample.
Methods
The Mental Health Supplement to the OHS was a general population survey of participants aged 15 to 64 years, with a response rate of 67.4% (n = 8116). For the sake of brevity, and since the details of the OHS methodology have been published in numerous articles (4, 5, 29, 31, 32, (32) (33) (34) (35) (36) ), we will not provide this information here. We received access to the OHS dataset from the Ontario Ministry of Health for the specific purpose of conducting secondary data analysis.
Assessment of Mental Disorders
The highly reliable University of Michigan Composite International Diagnostic Interview (UM-CIDI, 37) was used to assess all respondents for the following mental disorders: major depression, dysthymia, bipolar disorder, generalized anxiety disorder, specific phobia, social phobia, agoraphobia, panic disorder, alcohol abuse or dependence, cannabis abuse or dependence, other drug (that is, cocaine, amphetamines, hallucinogens, or heroin) abuse or dependence, and bulimia nervosa. In line with the work of Kessler and others (38) , social phobia was further differentiated into a speaking subtype (SP-speaking) that included those who had social fears limited to speaking in small or large groups and a complex subtype (SP-complex) that involved fear and avoidance of multiple situations (38) . Respondents meeting criteria for one or more of the above diagnoses were categorized as having at least one DSM disorder in the past year.
Perceived Need for Mental Health Treatment and
Help-Seeking Self-perceived need for mental health treatment was identified if the respondent endorsed the question "Was there ever a time during the past 12 months when you felt that you might need to see a professional because of problems with your emotions or nerves or your use of alcohol or drugs?" and (or) the respondent endorsed help seeking for emotional symptoms with any professional (that is, mental health worker, general practitioner, other physician, minister, priest, spiritualist, and herbalist), owing to emotional problems or substance use. These OHS questions assessing perceived need were the same as the questions used in the NCS (26) .
Measures of QoL
Current or Past-30-Day QoL. The OHS determined current perception of emotional status by asking "In general, compared to other persons of your age, would you say your mental health is 1) excellent, 2) very good, 3) good, 4) fair, or 5) poor." This was dichotomized into 1) excellent, good, very good (96.4% of respondents); and 2) poor and fair (3.6% of respondents).
Current satisfaction in 6 different life domains (specifically, main activity, family relationships, friendships, leisure activities, income, and life in general) was measured. Responses were scored on a 6-point satisfaction scale (that is, "extremely satisfied," "quite satisfied," "fairly satisfied," "fairly dissatisfied," "quite dissatisfied," or "extremely dissatisfied"). Any of the 3 negative responses to these questions (that is, fairly, quite, or extremely dissatisfied) were coded as dissatisfaction in the particular domain of life. Respondents were dichotomized into those who reported dissatisfaction in at least 1 of the 6 domains of life (25.8% of the respondents) and those who reported dissatisfaction in none of the 6 domains (74.2% of the respondents).
To assess past-30-day functioning, respondents were asked to report the number of days in the past 30 in which 1) they were totally unable to do the things they normally did; 2) they had to cut down on what they did or accomplished less; or 3) they had to make an extreme effort to perform their usual level of work, because of problems with their emotions, nerves, mental health, or use of alcohol or drugs. The responses to these questions were highly skewed, with only 1.4%, 2.6%, and 2.9% of the respondents reporting any days totally disabled, days of reduced activity, or days requiring extreme effort, respectively. A dichotomous variable was created, based on all 3 questions on past-30-day functioning: zero days affected by mental illness for all 3 questions vs one or more days affected by mental illness for any of the 3 questions.
Past-Year QoL. All respondents were asked about suicidal ideation in the past year and responded to questions from a validated QoL scale (39) . All were asked whether they had ever "seriously thought about committing suicide" or "ever tried to commit suicide" during the past 12 months. In this sample, 3.7% of the respondents stated that they had seriously thought about committing suicide and (or) attempted suicide; 0.6% attempted suicide in the past year.
The General Well-Being Schedule (GWB, 39), an empirically validated scale, was used as an indicator of subjective feelings of psychological well-being and distress over the past year. It covers 7 domains: energy, state of morale, control over emotions, interest in life, perceived stress, perceived health status, and satisfaction with relationships. In this sample, Cronbach's coefficient alpha for the GWB was 0.85. GWB scores ranged from 0 to 42. For logistic regression analyses, they were categorized (on the basis of their distribution in the sample) into states of "very low or low well-being" (that is, scores of 0 to 24, which included 17.5% of respondents) or "medium or high well-being" (that is, scores of 25 to 42, which included 82.5% of respondents) (40) .
Long-Term QOL.
Restricted activities owing to emotional symptoms or substance use over months to years was determined in the following manner. All respondents were asked whether their ability to perform their main activity (for example, work, school, household chores, or volunteering) was limited. Questions about child care, getting around the neighbourhood, getting out of the house, and personal care were used to assess limitations in other activities. If the respondents affirmed limitations in main or other activities, they were asked whether they attributed their limitations to emotional problems or substance use. They were also asked to estimate the duration of disability in each of the domains (specifically, less than 6 months, 6 to 12 months, 1 to 2 years, more than 2 years, or duration unknown). Restricted activities attributable to emotional problems or substance use were coded if the respondents affirmed limitations in main or other activities for any period of time (2.2% of the total sample).
Description of Covariates in the Analysis
Sociodemographic Variables. Sex, age, marital status, education, household income, place of birth, and residence location (urban or rural) were the sociodemographic variables analyzed. Age was dichotomized into 2 groups: age 15 to 24 years and age 25 to 64 years. Marital status was also dichotomized into 2 groups: widowed, divorced, or separated; and married, common-law, or never-married. Similarly, education was divided into 2 categories: 0 to 11 years and 12 years or more. Last, respondents were dichotomized as either born in Canada or not born in Canada. For place of residence, a population of fewer than 50 000 people was considered rural, and a population of 50 000 or more was considered urban. Household income was categorized into a dichotomous variable based on the poverty lines and low-income cut-off developed by the National Council of Welfare and Statistics Canada (5).
Attitudes Toward Mental Health Treatment. Respondents were asked 3 hypothetical questions to assess their attitudes toward mental health help seeking. They were asked 1) whether they would seek help when faced with a serious emotional problem (response options were "definitely go," "probably go," "probably not go," and "definitely not go"), 2) how comfortable they would feel talking about personal problems with a professional (response options were "very comfortable," "somewhat comfortable," "not very comfortable," and "not at all comfortable"), and 3) how embarrassing it would be if friends knew about the professional help (response options were "very embarrassed," "somewhat embarrassed," "not very embarrassed," and "not at all embarrassed"). For each of these questions, respondents were categorized according to positive (that is, they would definitely or probably seek help) or negative (that is, they would probably or definitely not seek help) attitude toward help seeking. A similar dichotomization strategy was used for the variables "comfort in seeking care" and "embarrassment in seeking care." Respondents were also asked to estimate the percentage of patients who were helped by mental health treatments. They were dichotomized into those who felt that treatment was efficacious (that is, they felt that more than 50% of patients were helped) and those who felt that treatment was not efficacious (that is, they felt that fewer than 50% of patients were helped).
Comorbidity of Mental and Physical
Conditions. Lifetime comorbidity with mental disorders and past-year number of physical illnesses were considered as covariates in this study. The lifetime DSM-III-R mental disorders among the respondents were grouped into 0, 1, and 2 or more disorders. Respondents were also asked about specific past-year physical health problems. This list included musculoskeletal (for example, arthritis), respiratory (for example, asthma or tuberculosis), cardiovascular (for example, heart attack), gastrointestinal (for example, ulcer), endocrine (for example, diabetes), and neurological (for example, multiple sclerosis or epilepsy) disorders, as well as cancer, AIDS, and other conditions. Previous work by Mojtabai and others (26) has demonstrated that perceived need for treatment is significantly associated with having one or more physical conditions in the past year. Therefore, we dichotomized the number of past 12-month physical conditions into no conditions and one or more conditions.
Statistical Analysis
First, we categorized the entire sample into 4 mutually exclusive categories based on presence or absence of a past-year DSM-III-R mental disorder (Dx) and self-perceived need for mental health treatment (PN). Second, we used chi-square analysis to determine differences among these 4 groups with respect to sociodemographics, type, and number of DSM-III-R mood, anxiety, and substance use disorders. Third, we used multiple logistic regression to determine the relation between PN and Dx on measures of QoL and suicidal ideation. Covariates in each of the regressions were sociodemographic variables, attitudes toward mental health treatment (that is, probability of seeking care, comfort in seeking care, and embarrassment about seeking care), and comorbidity with mental or physical conditions.
Because the OHS had a multistage design that used stratification and clustering (29), we assigned sampling weights and incorporated the design effect into the analysis. We used SPSS 10.7 software to summarize and analyze the data (41). Because we made multiple comparisons, we set significance at an alpha level of P < 0.01. Table 1 divides the OHS sample into 4 groups that are based on possible combinations of past-year PN and that meet criteria for one or more DSM-III-R Dx. Weighted prevalences were as follows: PN without Dx, 4.5% (standard error 0.5%); Dx without PN, 11.5% (standard error 0.7%); and PN plus Dx, 4.9% (standard error 0.5%). Women were more likely to be in the PN without Dx group. Young adults (aged 15 to 24 years) were more likely to be in the Dx-only group. Respondents with low family income were more likely to be in the PN plus Dx group (Table 1) . Across the 4 groups, we noted no significant differences with respect to education. The group with both PN and Dx had the greatest proportion of respondents with comorbid DSM III-R disorders (specifically, 69% had 2 or more lifetime disorders). The 4 most common mental disorders in the PN plus Dx group were major depression, SPcomplex, specific phobia, and alcohol abuse or dependence. Table 2 considers the relation between a DSM diagnosis, self-perceived need for treatment, QoL, and suicidal ideation. Individuals with a past-year DSM diagnosis were more likely to endorse both poorer QoL on all measures and past-year suicidal ideation than were individuals in the control group (that is, respondents with no PN and no Dx). More interestingly, individuals with a self-perceived need for mental health treatment who did not meet criteria for a DSM diagnosis (that is, who had a PN without Dx) also had poorer QoL and a higher likelihood of endorsing suicidal ideation than did the control group. Finally, individuals with both a PN and Dx had the greatest odds of poor QoL and suicidal ideation (adjusted odds ratios ranged from 6 to 42).
Results

Discussion
A self-perceived need for mental health treatment independent of the DSM diagnoses assessed in this survey was associated with poor QoL and suicidal ideation. First, the combination of meeting criteria for a DSM diagnosis and believing that treatment was needed (that is, help seeking and a perceived need for treatment) was associated with poorer QoL, higher levels of comorbidity, and suicidal ideation-findings that are consistent with previous surveys in the US (25) and Australia (26, 42) . Significant confidence in these results is possible because the OHS included a comprehensive assessment of QoL. Second, the current investigation was the first study to demonstrate that self-perceived need for treatment, even though criteria for the assessed set of DSM disorders were not met, was associated with low QoL and suicidal ideation. We speculate that this group comprised individuals with subthreshold DSM-III-R symptoms for the disorders surveyed in the OHS; alternatively, they possibly had DSM-III-R disorders not assessed in this survey (for example, adjustment disorder, bereavement, obsessivecompulsive disorder, PTSD, or Axis II pathology). Since no large-scale community survey has ever been able to assess all the DSM disorders, we suggest that estimates of need for treatment should include respondents who perceived a need for treatment (that is, those who sought help and perceived a need for help).
In summary, the results from this investigation suggest, first, that persons with more severe disorders (such as major depression, mania, and generalized social phobia) are more likely to perceive a need for treatment and, second, that not all perceptions of low QoL and suicidal ideation are accounted for by the set of disorders studied in the OHS. The evidence on this topic underscores the importance of assessing selfperceived need for treatment in addition to assessing DSM disorders when estimating the number of people in the community who require treatment for mental disorders.
Our data do not support the hypothesis that the current DSM diagnostic system overestimates the need for treatment in the community (8) . Our findings imply that people who meet criteria for a DSM diagnosis but who do not perceive a need for Past-year diagnosis denotes the presence of one or more of the DSM-III-R disorders displayed in the current table.
care have, nonetheless, more distress than do undiagnosed individuals who do not perceive a need and who might also benefit from treatment. These findings are also consistent with Mojtabai's study of the NCS (26) , which showed that 5% of individuals with a DSM diagnosis who did not perceive a need for help nonetheless displayed suicidal ideation and that 26% of this group had severe impairment. However, cross-sectional studies are not able to ascertain the proportion and characteristics of the individuals in this group who experience mild and transient symptoms that resolve over time, compared with those who have symptoms that will become more severe and lead to further disability. Recent evidence from the US National Comorbidity Survey (43) demonstrated that "mild" disorders in respondents (that is, those meeting DSM criteria for a mood or anxiety disorder not associated with serious impairment in the form of suicidality, disability, marital violence, or extreme social isolation) at Time 1 were associated with increased levels of disability, distress, and suicidal ideation 10 years later. The study authors concluded that cost-effective treatment of "mild" disorders might prevent a substantial proportion of future serious mental disorder (43) . Public education programs designed to increase awareness of mental illness symptoms and available treatments are likely the best method of approaching individuals who meet criteria for a DSM disorder but do not perceive a need for care.
Study Limitations
Four important limitations of our study should be considered. First, the OHS survey relied on lay interviewers who conducted fully structured diagnostic interviews. Although the UM-CIDI yields acceptable reliability and validity (37) , it is unrealistic to expect that these interviews will match the accuracy of diagnostic classifications made by trained clinicians who interview patients repeatedly, who interview family, and who use clinical data to make diagnostic decisions. Because the OHS did not include a clinician assessment of the need for mental health services, as was done in 2 earlier surveys (44, 24) , we cannot comment on the relation between selfperceived need for treatment and clinician-based assessment of the need for services. To the best of our knowledge, only one investigation, in a Finnish community sample (24) , has examined the relation between self-perceived need for treatment and clinician-assessed need for treatment. This study found that self-reported perceived need for treatment (6.4% in men and 8.2% in women) was much lower than clinicianassessed need for treatment (14.5% in men and 19.6% in women). Future work should examine the relation between self-perceived need for treatment, clinician-assessed need for treatment, and meeting lay interviewer-based DSM criteria in the same community sample. 
Conclusions
Self-perceived need for mental health treatment, in addition to DSM diagnoses, provides valuable information with regard to estimating the number of people in the population who need mental health services in the community. Future examination of the relation between self-perceived need for treatment and objective clinician assessment of need for treatment is required. Public health strategies to improve the quality of care and decrease the barriers to care for individuals with self-perceived need for treatment are likely to be among the most efficient strategies for decreasing the burden of mental illness in the community (36, (46) (47) (48) (49) (50) . Objectifs : Les estimations de la prévalence des troubles mentaux sont conçues pour fournir une estimation indirecte du besoin de services de santé mentale dans la collectivité. Toutefois, des études récentes ont démontré que satisfaire aux critères d'un trouble du DSM n'équivaut pas nécessairement à un besoin de traitement. La présente enquête a examiné la relation entre le besoin auto-perçu d'un traitement de santé mentale et le diagnostic du DSM, en ce qui concerne la qualité de vie (QdV) et l'idéation suicidaire.
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Méthodes :
Les données proviennent d'un échantillon de la population ontarienne de 8 116 résidents (de 15 à 64 ans). L'entrevue de diagnostic composée internationale de l'Université du Michigan a servi à diagnostiquer les troubles de l'humeur, anxieux, induits par une substance, et boulimiques, selon les critères du DSM-III-R. Nous avons catégorisé « ayant cherché de l'aide dans l'année écoulée » pour les symptômes émotionnels, et/ou « percevant un besoin de traitement sans obtenir de soins » pour le traitement. Nous avons utilisé une gamme de variables pour mesurer la QdV : l'auto-perception de l'état de santé mentale, un instrument validé qui mesurait le bien-être, et la restriction des activités (actuelle, les 30 derniers jours, et long terme).
Résultats : Indépendamment de la satisfaction des sujets aux critères diagnostiques du DSM-III-R, le besoin de traitement auto-perçu était significativement associé à une piètre QdV (à toutes les mesures) et à une idéation suicidaire dans l'année écoulée.
Conclusions : Le besoin de traitement de santé mentale auto-perçu, conjointement avec le diagnostic du DSM, peut fournir des renseignements valables pour estimer le nombre de personnes dans la population qui ont besoin de services de santé mentale, dans la collectivité. La relation entre le besoin de traitement auto-perçu et les mesures objectives du besoin de traitement nécessite d'autres recherches.
